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Primary or secondary aortoenteric fistula is a
serious and possibly life-threatening disorder. The
prevalence of secondary aortoenteric fistula is
between 0.36% and 1.6%.1
Diagnosis is difficult, and emergency surgical
treatment is mandatory. Mortality rates are between
25% and 90%.1
Behçet’s disease is characterized by a triad of
relapsing iritis, aphthous stomatitis, and genital
ulcers and other skin lesions.2 The systemic disease
affects skin, mucous membranes, eyes, joints, blood
vessels, and the central nervous system. Vasculo-
Behçet’s disease, which involves the arterial and
venous systems, is rare and often has a poor progno-
sis because of the prevalence of postoperative com-
plications and recurrence of the disease.3
We report a case of secondary aortoenteric fistu-
la that occurred at the infrarenal aortic stump after
removal of a graft in a patient with vasculo-Behçet’s
disease. Secure closure of the proximal aortic stump
was obtained by application of a permanent clamp.
CASE REPORT
A 46-year-old Japanese man had been diagnosed with
Behçet’s disease after he began experiencing episodes of
iritis, aphthous stomatitis, genital ulcer, epididymitis, and
erythema nodosum 17 years earlier. He was examined
regularly, and in May 1990, he presented with a complaint
of back pain at the Yokkaichi Municipal Hospital. Clinical
and radiologic evaluation revealed a saccular infrarenal
abdominal aortic aneurysm (Fig. 1).
Intraoperatively, an 8 · 11 cm mass was found sur-
rounding the aorta and involving the common iliac arter-
ies. After proximal and distal control was established, the
aneurysm was incised, and a defect was found in the ante-
rior aortic wall. Bifurcated graft replacement was carried
out with an albumin-coated Dacron graft. One year after
the operation, examination revealed sterile fluid collecting
around the graft and a left iliac suture line dehiscence. The
bifurcated graft was completely excised, and the proximal
aortic stump was oversewn 12.6 mm distal to the renal
arteries with polypropylene (3-0 Prolene) suture and rein-
forced with omentum. A right axillobifemoral bypass also
was performed. After this operation, the patient under-
went five more operative procedures in 2 years because of
sterile fluid collection along the axillobifemoral bypass
graft or anastomotic pseudoaneurysm.
In September 1994, the patient was referred to the
same hospital with mild abdominal pain. Computed
tomography (CT) showed a pseudoaneurysm at the site of
aortic stump. In October, he experienced severe melena,
and he was transferred to our institute. His hematocrit on
admission was 23.6%, with a hemoglobin concentration of
7.5 g/dl. Colonoscopy and gastroduodenoscopy revealed
no active bleeding. Magnetic resonance angiography failed
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to find an aortoenteric fistula. His anemia was corrected
by blood transfusion, after which his hematocrit increased
to 30.3%.
At noon on November 11, he suddenly lost con-
sciousness. His systolic blood pressure was 60 mm Hg,
and his hematocrit was again low at 26.4%. CT revealed a
large, homogeneous mass, comparable to a clot, in the
dilated duodenum, small intestine, and colon (Fig. 2). The
diagnosis of secondary aortoenteric fistula was based on
his history and the CT findings. An emergency operation
was carried out.
It was difficult to expose the aortic stump because of
small bowel adhesions. The aorta was therefore ap-
proached and exposed just below diaphragm through the
lesser omentum. After establishing proximal control of the
aorta, the right side of the suprarenal aorta was dissected
by Kocher’s maneuver. Meticulous dissection was contin-
ued, encircling the infrarenal aorta before the aortoenteric
fistula was divided. A permanent clamp (Fig. 3), made of
titanium and 7 cm long, was applied at the dissected aor-
tic segment only 12 mm below the renal arteries, and the
stump was successfully closed. The fistula between the
aorta and the duodenum was identified and dissected free.
Organized clot was found in the aortic pouch, but there
was no bleeding. There were fresh clots in the duodenum,
which was repaired with 4-0 polyglyconate (Vicryl). To
avoid compression injury of visceral organs, both ends of
the permanent clamp were wrapped with a polytetrafluo-
roethylene (Teflon) sheet.
The melena subsided postoperatively, and the anemia
was progressively corrected. This patient was treated for
18 days with intravenous cephazolin sodium (4 g/day) to
prevent bacterial infection of the clamp site. Postoperative
abdominal radiographs showed the permanent clamp
across the abdominal aorta (Fig. 4).
The patient was discharged from our hospital 41 days
after surgery and has been seen for follow-up examinations
at the Yokkaichi Municipal Hospital for 31 months. He
has been clinically stable, and periodic enhanced CT stud-
ies and laboratory studies have not shown any signs of
recurrent disease, pseudoaneurysm, or infection at the
stump site.
Fig. 1. Anteroposterior digital subtraction angiography
shows a saccular aneurysm originating from the right side
of the infrarenal portion of the aorta.
Fig. 2. Computed tomography shows many clots in the
dilated duodenum, small intestine, and colon.
Fig. 3. A, Photograph of the titanium permanent clamp.
B, Cross-clamping the aorta is accomplished by tightening
the screws. Both ends of the titanium clamp are covered
with Teflon felt to avoid compression injury to adjacent
organs.
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DISCUSSION
Behçet’s disease associated with large vascular
lesions is called vasculo-Behçet’s disease. This disease
is uncommon; large artery involvement occurs in
only 1.5% to 2.2% of patients with Behçet’s disease.4
Inflammation occurring in the media and adventitia
in large arterial lesions is characteristic of vasculo-
Behçet’s disease. It has been postulated that active
arteritis occurs initially, followed by destruction of
the media and fibrosis in the affected arteries.5
Destruction of the media, which results in a frag-
ile arterial wall, makes surgical repair difficult in
patients with Behçet’s disease. Reconstructive
surgery frequently is hampered by complications
such as pseudoaneurysm, infection, graft occlusion,
and blow-out of the arterial stump.6 In our case, aor-
tic graft removal was necessitated by perigraft fluid
collection and suture line pseudoaneurysm; the aor-
tic stump developed an aortoenteric fistula 2 years
later, even though it was covered with omentum.
Secondary aortoenteric fistula is rare, but it can
follow graft infection. Digestive tract hemorrhage,
abdominal pain, and nausea are major symptoms.7-9
Our patient with Behçet’s disease had eye, skin, gen-
ital, and stomal lesions. Behçet’s disease also can
affect other organs, such as the central nervous sys-
tem and digestive tract. Operative intervention was
delayed because gastrointestinal bleeding due to
entero-Behçet’s disease had to be excluded before
diagnosing an aortoenteric fistula.
Aortic stump blow-out is a serious problem. The
stump usually is sutured and reinforced with omen-
tum, anterior spinal ligament, a pedicle of jejunal
wall, or fibrin glue.10 In the case of vasculo-Behçet’s
disease, however, inflammation at the site of a needle
hole could lead to repeated aortic wall disruption.
Moreover, this was our patient’s third operation on
his abdominal aorta, and dense adhesions made it
technically difficult to oversew the aortic stump
again. We therefore decided to apply a permanent
titanium clamp instead of a suture closure. This per-
manent clamp was similar to the one Carpentier first
used in treating a case of aortic dissection.11
A permanent clamp could act as a foreign body
and provide a site for bacterial infection. To our
knowledge, a permanent clamp had not been used
previously for closure of an aortic stump in a possibly
septic environment. The duodenal contents are not
always aseptic, and infection can take place around the
clamp. Our patient was put on total parenteral nutri-
tion for 1 month, and the aortic wall directly adhered
to the duodenum without any signs of infection. We
minimized the risk of infection by administering a
postoperative regimen of antibiotics and by drainage
of collected fluids. The patient has not shown signs of
infection at the stump site, pseudoaneurysm, or other
complications and remains in fair condition.
Although long-term results are not available, it
appears that application of this clamp could remedy
a serious problem in patients at risk for complica-
tions or recurrence. In this complicated emergency
case, closure of the aortic stump with a titanium
clamp appears to have provided a safe and valuable
alternative to other methods.
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